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Function ally the small towel begins at the entrance of 
the common duct of the liver and pancreas, which about marks 
the primitive division between the foregut and the midgut 
(Huntington). The first portion of the duodenum may be 
said to be the vestibule of the intestinal tract, and its diseases 
partake more of the character of those of the stomach rather 
than the intestine. In the large majority of instances, lesions 
at this point cannot be diagnosticated accurately from similar 
diseases in the stomach, and arc usually due to the same causes. 
For this reason I have associated all of the cases of this descrip¬ 
tion into a single group for the purpose of study. Total number 
of cases, 303. Of these 286 arc taken from the records of St. 
Mary’s Hospital, Rochester, Minnesota, and the remainder are 
from the records of the Minnesota Slate Hospital for the Insane 
at Rochester and St. Peter. The average age was forty-two; 
males, 42 per cent.; females, 58 per cent. 

Duodenum, twenty-six cases, two deaths, 7.6 per cent. 
Lesions of the first portion of the duodenum can be divided into 
two groups; first, those due to ulcer, and, second, those asso¬ 
ciated with gall-bladder disease. 

Ulcer limited to the duodenum was found eleven times,— 
one acute perforating, two chronic perforating protected by 
adhesions, five active, and three cicatricial contraction with 
obstructive symptoms. Two died after operation,—one from 
pneumonia following excision of the ulcer, one from exhaustion 


1 Read before tlie Philadelphia Academy of Surgery, May 11, 1903- 
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after gastroenterostomy. In three eases, the signs and symp¬ 
toms were not to be distinguished from gall-stone disease, and 
the operation was undertaken under the supposition that the 
trouble was in the gall-bladder. Five times ulcers existed upon 
both the duodenum and stomach. Of the sixteen eases in this 
group, fourteen were in males. The duodenum was frequently 
associated with gall-stone disease, and usually secondary to it; 
hut in eleven eases the duodenum was the prominent feature. 
I'ive were due to gall-stone perforation, requiring intestinal 
suture. In three of these the gall-bladder was completely sepa¬ 
rated functionally from the bile-tract, and had become an ap¬ 
pendage to the duodenum. Four times, crippling adhesions to 
the gall-bladder, hut without stones or evidence of cholecystitis, 
were encountered, requiring dissection to loosen,—a periduo¬ 
denitis of unknown origin. In one case an inflammation of an 
accessory lobe of the pancreas was the cause of dense adhesions, 
All hut one of the cases in which the gall-bladder was involved 
occurred in females. There were no deaths in this group. In 
no instance was the duodenum the scat of primary malignant 
disease, and in but two cases was there any evidence of exten¬ 
sion from pyloric cancer, and then it was not marked. I11 two 
patients the diagnosis of lesions originating in the duodenum 
was made previous to operation. The differentiating features 
of these cases were, good appetite, delayed pain, general absence 
of vomiting, and in only one case, and that on one occasion, 
was there lucmalcmcsis. In two cases there was evidence of 
blood in the stool. Otherwise the signs and symptoms were 
similar to lesions of the stomach or gall-bladder, and, even in 
the light of operative investigation, points of differentiation did 
not become evident. Our experience leads 11s to believe that 
surgical diseases of the duodenum are much more frequent than 
has been thought. 

The subject of perforating and bleeding ulcers of the 
stomach has been so thoroughly dealt with by Keen and Foot, 
Weir, Robson, Rodman, and Andrews, and lesions of a similar 
character in the duodenum by Weir and Murphy, that it scents 
unnecessary to dwell upon the few cases which have occurred 
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in this scries, and for further information, the classified table 
appended may he examined at leisure. In the present com¬ 
munication I will discuss briefly the results obtained and some 
practical deductions based upon two large classes of eases. 
First, Gastric ulcer and associated causes of serious disturb¬ 
ance. Second, Cancer of the stomach. 

Stomach, 277 cases, twenty-eight deaths, 10.1 per cent. 
In the benign group there are 168 operated cases with eleven 
deaths (6.5 per cent.), and nearly all of these operations were 
for chronic ulcer and its late cicatricial results. Included in 
this class arc all of the noil-malignant obstructions. The con¬ 
ditions calling for operation were gastric pain with or without 
acute exacerbations, repeated haemorrhages, emaciation from 
inability to retain sufficient nourishment. In a few cases, dila¬ 
tation due to known or unknown cause gave mechanical reasons 
for interference. 

Without going into the controversy as to the causation of 
gastric ulcer, there is no doubt that perverted stomach secretion 
is the most important manifestation in the majority of cases. 
This is shown hy the almost constant association of excessive 
secretion in ulcer, and the fact that similar ulcers in the duo¬ 
denum arc in that part of the intestine not protected by the 
alkaline juices poured in through the common duct. In this 
connection, most interesting information is furnished by those 
reported cases in which a typical peptic ulcer has developed in 
the jejunum immediately below a gastrojejunostomy made for 
the purpose of drainage, the lesion in the jejunum in every par¬ 
ticular resembling the original ulcer for which the gastro¬ 
enterostomy was performed. In operating upon cases of this 
description, the excessive amount of gastric secretion is con¬ 
stantly in evidence, and the results of drainage operations in 
relieving the distress and healing the ulcer bear out the im¬ 
portance of this view of the case. 

Attempts to classify ulcers of the stomach have been based 
largely upon post-mortem experience and accidental complica¬ 
tions, such as perforation and haemorrhage. Such classifica¬ 
tions tend to exaggerate the importance of fatal complications, 
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which render surgery a desperate resource rather than a well 
planned effort at cure. 

Further surgical observations are necessary to clarify the 
confusion- which surrounds gastric ulcer. In attempting to 
group our operated cases, we found that there were such wide 
variations in the conditions present that no orderly classifica¬ 
tion could be made on a purely clinical basis. In a general way, 
the following answered the purpose most satisfactorily: 

1. Round and fissure ulcers; (a) acute, (b) chronic. 
They have the distinguishing feature that there is hut little 
thickening about the base of the ulcer. Many amount to little 
more than a fissure, and are closely associated with group 2. 

2. Mucous erosions; a condition which must he accepted 
with caution. 

3. Chronic ulcer with a thickened base and usually irregu¬ 
lar in form, probably an extensive variety of the chronic round 
ulcer. 

4. Benign obstructions without regard to cause, although 
usually of inflammatory origin. 

In our experience at the operating table, it is the last two 
varieties which are most frequently met with. The acute round 
ulcer of Cruvcilhicr occurs by preference in the chlorotic type of 
adolescent females and usually responds to medical treatment. 
Operation is most often called for in the acute cases by that 
peculiar perforation so graphically portrayed by Rokitansky, 
“ cut out by a punch;” or by severe haemorrhage from the 
stomach. Chronic round ulcer and fissure ulcer do not often 
lead to harmful cicatricial contraction on account of their 
small size. Near the pylorus they may he the starting-point 
for a hand-like stenosis encircling the pyloric ring. Chronic 
round ulcer is usually found in adults, and in our experi¬ 
ence has been more frequent in females. It would seem 
that there is little difference between the chronic round ulcer 
and the chronic cicatricial ulcer, excepting that as the outer 
coats arc involved the extent of ulceration increases and loses 
its characteristic round or oval form, while usually a healing 
process is apparent in some part of its extent. A subvariety of 
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this group is the “ pore-like” ulcer described by Murchison, 
which is met with more often in adults and gives rise to grave 
hienior'rhages, and yet is so minute that it is difficult to locate, 
even at post-mortem. The mucous “ erosion,” lintited to a 
small area or several such patches, was seen in a few instances. 
The large “ mucous erosion” described by Dieulafoy as giving 
rise to alarming luemorrhages was not met with. I am unable 
to say just how much importance is to be attached to the surface 
erosion of limited extent. In the first place, the detection is 
difficult. The whole question of the surgical exploration for 
round ulcers and erosions is one surrounded with difficulty and 
uncertainty. There are usually no external manifestations 
which lead to location of the lesion, and the only way a diag¬ 
nosis can be established is to open the stomach and with a 
snort, wide speculum explore tlic interior. The margin of tla 
instrument may and frequently docs produce a traumatism to 
the superficial mucous layers, and the result is very like the 
pathological erosion. We have seen undoubted and typical 
examples covered with a membranous lilm of mucous character 
which, when brushed off, allows the nature of the trouble to 
become apparent. The chief obstacle to accurate diagnosis lies 
in the surgical indications which arc to be met. Round ulcers 
and erosions arc often multiple, and, as a rule, do not cause 
cicatricial contraction at the pylorus. Clinical experience has 
demonstrated that drainage is the best method of surgical treat¬ 
ment with which we arc acquainted, therefore an exploration, 
however attractive to the surgeon, is often not completed; but 
the surgical indications arc fulfilled by some form of gastro¬ 
intestinal operation and the diagnosis remains unproved, 'flic 
surgeon hesitates to cxiiose the patient to even a slight risk for 
purely diagnostic purpose. The old adage, “ a good prognosis 
is better than a good diagnosis,” leads to operations based upon 
symptoms. If round ulcer is found, excision is' the proper 
course; but there is always the chance that the ulcer excised is 
not the only one, and that others may exist undetected or in an 
inaccessible situation. 

We may well ask ourselves in such cases, Docs an ulcer 
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exist? and usually we may answer yes, and base the diagnosis 
upon such symptoms as would establish a medical diagnosis. 
Clinically, these cases come to us after medical treatment has 
failed utterly, and either the diagnosis is unquestioned or there 
is secondary interference with motility, resulting in retardation 
or retention and gastric dilatation, giving mechanical reasons 
for interference. The theory of pyloric spasm is most interest¬ 
ing, and is a hypothesis rather than a definite condition. I have 
examined the pylorus in over 300 cases at the operating table 
with a view of establishing a normal under anesthesia. 
Usually, the normal pylorus in the anesthetized patient will 
allow the thumb and the forefinger to nicely meet, about the 
caliber of a silver dime, and under some conditions of deep 
anesthesia it may he found dilated to the diameter of a silver 
Iwcnly-fivc-ccnt piece. 1 am satisfied, however, that spasm of 
the whole or some part of the pyloric portion of the stomach 
may and often does take place, and that it is one of the causes 
of the retention of the excessive secretions and distress; hut I 
am by no means sure that it is confined to the pyloric sphincter. 

The so-called “ chronic ulcer” of Robson has a thickened 
base and is frequently of large size and irregular outline, in 
this respect differing from the chronic round and fissure ulcer, 
in which there is hut little new tissue deposit about the ulcer. 
Docs the round ulcer lead to the chronic cicatricial ulcer? It 
is probable that the difference is merely one of degree, al¬ 
though the fact that the latter is much more common in males 
is rather against this theory. 

The majority of operations were for thick-based chronic 
ulcer of the stomach or its late results, and these cases were very 
satisfactory, the irregular thickened patch of stomach or duo¬ 
denal wall often locating the process with exactitude. As a 
rule, the ulcer was located near the lesser curvature and not 
infrequently at the pylorus. The posterior wall was affected 
more often than the anterior, if only one surface was involved. 
On the duodenum the anterior wall was most often the seat of 
ulceration. The youngest patient was a girl of seventeen and 
the oldest a man of sixty-four. In 60 per cent, of our malig- 
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limit cases, a previous history of ulcer was obtained. In two 
cases, malignant degeneration of the margin of a chronic 
gastric ulcer was demonstrated; certainly a strong argument 
for the excision of such ulcers when possible. We found con¬ 
ditions favorable for excision of ulcer in only three cases. On 
six occasions we cither excised or turned an ulcer in by suture, 
in combination with pyloroplasty or gastroduodenostomy. In 
two of these cases, three-fourths of the pylorus was excised 
and closed by suture. 

Lund has pointed out that “ sentinel” enlarged lymph 
nodes in either the lesser or greater omenta may aid the surgeon 
in locating the ulcer. We have found this a valuable obser¬ 
vation. 

In all of the ulcers of every description which we ex¬ 
amined, the upper two inches of the duodenum, pylorus, pyloric 
antrum, and that part of'the stomach lying to the right of a 
line drawn downward from the oesophagus was the scat of 
disease, and in only a few instances of extensive hour-glass 
contraction did the ulcer extend to the left of this line. In 
handling the stomach during operation, limited contraction of 
the wall could often be noticed in the pyloric third, hut not 
towards the cardiac end. Cannon’s experiments arc very inter¬ 
esting in this respect. He demonstrated with bismuth and the 
X-ray that the fundus of the stomach did not contract strongly, 
hut that the pyloric portion, by a backward action, kept up a 
current in the fundus. Ulcers occur in all parts of the stomach; 
but in the cardiac end it is a question if they arc often the 
cause of chronic symptoms calling for operation. 

Twelve chronic dilatations without ulcer or obstruction 
were operated upon. I11 all of the cases, the stomach wall was 
of normal or increased thickness, indicating that an obstruction, 
either from a high-lying but lion-stcnoscd pylorus, or beyond 
the pylorus, existed. I11 1895 I reported several cases of inter¬ 
ference with free gastric drainage by “ valve formation,” due 
to a short gastrohepatic omentum holding the pylorus high, the 
body of the stomach sagging sharply downward. More than 
half were of this description. In a few instances the medical 
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diagnosis was extreme atonic dilatation; but even in these cases 
there was no great thinning of the gastric wall. We have not 
considered simple gastroptosis sufficient cause for operation, 
hut in a few cases exploration revealed this condition, and in all 
the stomach wall was either of normal thickness or thinner than 
normal. In three of these cases, shortening of the gastrohepatic 
ligament after the method of Beyea was done. 

Cancer of the stomach, 109 cases, seventeen deaths, 15.6 per 
cent. Late diagnosis and cachexia make the aspect of this group 
discouraging. Palliative operations predominate with consider¬ 
able immediate mortality and no great prolongation of life. 
The hope of the future lies in early exploratory incision, and the 
necessity for this depends upon clinical observation rather than 
laboratory methods, which too often only become valuable when 
the extent of the disease is beyond cure. Given a patient of 
middle or later life who begins to lose flesh and appetite and 
suffer from indigestion without apparent cause, the possibility 
of cancer should be considered; and if the source of the symp¬ 
toms cannot be shown within a few weeks, the situation should 
be explained to the patient, and the choice between exploration 
and procrastination allowed him. When we consider that early 
operation is the only hope, we may not wait on our own respon- 
sibility. The public in this way will soon become educated and 
cures will be more frequent. Gastrojejunostomy for malignant 
disease, in our hands, has had an increasing mortality, due to 
the fact that the better cases arc selected for gastrectomy, and 
the late hopeless obstructions arc given the meagre benefits of 
gastro-cntcroslomy, thirty-four cases, ten deaths, 30 per cent. 

Is there an outlook for cancer of the stomach? We know 
of the prime necessity for early operation; it now remains to 
demonstrate how the procedure can be made more effective. 
I11 a general way, the lymphatics of the stomach lie in three 
groups; first, the lesser curvature and lesser omentum; second, 
along the greater curvature and the gastrocolic omentum; 
third, in the gastrosplenic omentum. The main lymphatic 
channels follow the direction of the blood-vessels to the deep 
glands about the creliac axis. The dome of the stomach, as 
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pointed out by Robson, lias no main lymphatic channels and 
few lymphatic glands. If all of the stomach excepting this por¬ 
tion be excised, the remaining part will be adequately nourished 
on the right side by cardiac branches derived from the gastric 
artery which joins the stomach at a point from one to one and 
one-half inches below the oesophagus. On the left, the vasa 
brevia given olT from the splenic artery distal to the origin of 
left gastro-epiploic vessel, a distance of four and one-half to 
eight inches from the oesophagus, give an adequate blood-sup¬ 
ply. These vessels anastomose with the inferior phrenic ves¬ 
sels. Therefore, excision of all the stomach lying below and to 
the right of a line drawn between the gastric artery and the left 
gastro-epiploic vessel is the logical operation. The advantage 
of this line of section is obvious. All of the main lymphatic 
connections arc removed at the primary operation. The re¬ 
maining portion of the stomach we know clinically is seldom 
involved unless the primary lesion is at the cardiac orifice, and 
the retention of the dome of the stomach enables comparatively 
easy intestinal anastomosis. One reason that only from 5 to 
8 per cent, of gastric cancers have been cured by extirpation lies 
in the fact that a part of the organ has been retained in which 
•the vascular and lymphatic connections with the diseased area 
have not only been close but direct. In the dome of the 
stomach, the lymph current is feeble through small vessels, and, 
most important of all, is in the other direction. Mikulicz has 
already called attention to the necessity of removing the whole 
of the lesser curvature with its gastrohepatie omentum, and has 
done much to elucidate the question of lymphatic infection by 
showing that in twenty cases of gastric cancer only one was 
completely free from lymphatic involvement, although, in a 
total of 189 glands examined, 110 were found to be without 
contamination. In making this radical operation we have 
proceeded as follows: 

First, ligate the gastrohepatie omentum from the pylorus 
to the gastric artery, which is tied. The section is made as 
close to the liver as possible, and includes nearly the whole 
of the lesser omentum. This mobilizes the pyloric end of the 
stomach, which is drawn down and out. Second, with the 
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fingers in the lesser cavity of the peritoneum, the gastrocolic 
omentum is ligated at a safe distance. The duodenum, on 
the one side, and the pylorus, on the other, are doubly clamped 
and divided between with the cautery knife. A purse-string 
suture of silk is placed around the duodenum three-fourths of 
an inch below the divided end, and, after suturing with catgut 
through the cauterized area, the slump is inverted and the 
purse-string suture drawn tight. This disposed of the duo¬ 
denum permanently. Third, ligation of the gastrocolic omen¬ 
tum to a point near the origin of the left gastro-cpiploic artery, 
which is tied. Fourth, a groove is made by heavy pressure 
forceps, separating the dome from the balance of the stomach 
and with catgut on two needles, a shoemaker stitch in the 
pressure furrow renders section with the actual cautery blood¬ 
less and avoids opening the portion of the stomach to be re¬ 
tained. This line of suture is turned in by a continuous silk 
Cushing suture supported occasionally by an independent 
Halsled stitch of the same material. In this step of the opera¬ 
tion we sometimes use the Kocher clamp and suture each 
layer separately. Fifth, gastrojejunostomy between the gas¬ 
tric pouch, which is just about large enough for the purpose, 
and the jejunum. Sixth, cntcro-anastomosis between Ibc two 
limbs of jejunum, short circuiting the biliary and pancreatic 
secretions as nearly as (wssible at the same level as the origin 
of the jejunum. It took two deaths to teach us the value of 
this manceuvrc. The deaths were not from regurgitant vomit¬ 
ing; but when the anastomosis was affected in some cases, the 
intestine was sharply bent at the site of union, being drawn 
upward and to the left in such a manner as to leave from 
fourteen to sixteen inches of jejunum hanging upon the anas¬ 
tomosed area, a situation in which peristalsis does not ma¬ 
terially aid in onward How of the biliary and pancreatic secre¬ 
tions. 'The proximal loop becomes distended with these juices 
to the level of the anastomosis, giving a traction weight of 
a column of fluid the diameter of the distended intestine. In 
one patient on the fifth and in one on the ninth day union 
suddenly gave way entirely, or in part, in patients apparently 
doing well. This does not happen in every case,—two out of 
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eight only; but in at least half of the cases the bad mechanics 
of the situation was evident on inspection. Seventh, the re¬ 
mains of the gastrocolic omentum are attached to the posterior 
wall and the abdomen closed. This operation should give all 
the benefits of complete gastrectomy in pyloric cancer. (I find 
that Mr. Moynihan, of Leeds, has recommended and practised 
a similar procedure, but his work was buried in the Clinical 
Society of London,' which does not permit of journal publica¬ 
tion. I did not know of it until he informed me personally 
during his visit in May, 1903.) 

In view of the splendid work of Hartman and Cunco, it is 
a question whether the operation outlined should be the routine 
one, or for exceptional cases only. That the whole of the lesser 
curvature with the glands in the corresponding portion of the 
lesser omentum should be removed is the conclusion of all of 
large experience; but the advantage of removing the major 
part of the greater curvature is open to debate. Cuneo demon¬ 
strated that the lymph current along the greater curvature was 
from the left to the right, and that in pyloric cancer not only 
is there comparatively little tendency to lymphatic involvement 
in this region, but that it is confined to the glands in the imme¬ 
diate vicinity of the growth, and docs not extend to the left of 
the pyloric portion. Hartman therefore bases his line of section 
upon this fact, and removes all of the lesser curvature and 
saves as much as possible of the greater curvature. We have 
several times made an operation very similar to that described 
by Hartman, as it is certainly much easier than the one which 
we have outlined, and, as the mechanics of the anastomosis 
is better, entero-anastomosis is unnecessary. Occasionally, 
however, growths or glands arc found to the left along the 
greater curvature. It may be said that such cases are inoper¬ 
able, yet we have had two such patients live beyond a year. In 
the eight cases operated upon by the radical method given 
above, there were three deaths, while there were but two deaths 
in the eighteen remaining cases operated by various methods 
from simple pyloreclomy to the operation of Hartman. The 
former group comprises only a small number of the worst cases, 
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and sonic of the deaths were avoidable by a better technique. 

Be this as it may, some form of radical extirpation has been the 
only reasonably satisfactory operation we have performed for 
cancer of the stomach, twenty-seven cases, five deaths, 18.5 per 
cent. (Since completing this paper, one case died after five 
weeks from abscess of the lung, making six deaths, 22.5 per 
cent.) One patient lived three years and seven months before 
recurrence. Several arc alive and well over two years, and the 
general average has been over a year. It is surprising how few 
of those recovering from the operation have failed to live a year 
or more. 

It may not be out of place to briefly discuss the merits of 
the three chief methods of improving stomach drainage, 
namely, pyloroplasty, gastro-entcrostomy, and gastroduodenos- 
tomy. 

Nineteen cases were subjected to the pyloroplasty of 
Hcinickc-Mikulicz; six of these came to secondary gastrojeju¬ 
nostomy through failure of the operation to adequately drain 
the stomach. The remaining cases arc well. There were no 
deaths. The opening can be made of sufficient size, but the 
increase in caliber is not in the line of gravity drainage, or, at 
least, the enlargement of the opening is as much above the 
pylorus as below it, and the greatly dilated stomach with its 
overstretched and degenerated musculature is unable to elevate 
the food, and the stagnation is not entirely relieved. Again, in 
the six reoperated cases, the pylorus was found adherent at a 
high level, due to the abstinence of food and other causes of 
downward traction during the healing process. In three cases 
we fastened the pylorus, after plastic operation, to the neighbor¬ 
hood of the umbilicus by suture, to secure a low point. These 
patients have remained well; but as we were also careful to 
choose only moderate dilatations, the value of the manccuvre 
is uncertain, and there arc objections to the plan. 

Castro enterostomy was done 168 times, divided as fol¬ 
lows: Gastrojejunostomy, 121; gaslroduodenostomy after 
Finney, twenty-six; independent gastrojejunostomies in con¬ 
nection with pylorcctomy and gastrectomy, twenty-two. Of 
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the 121 cases of gastrojejunostomy made purely for drainage 
purposes, there were seventeen deaths. The percentage of mor¬ 
tality in the benign eases was 8 per cent., in the malignant, 30 
per cent.; the great mortality of the latter being due to the 
choice of favorable cases for radical operation, the hopelessly 
advanced and cachectic coming to gaslro-enterostomy, and, 
could the condition have been known beforehand, an operation 
would not have been undertaken in some of these eases. . 

Gastrojejunostomy for benign obstruction at the pylorus is 
one of the most satisfactory operations with which we arc 
acquainted, ft rapidly drains from the lowest |>oint, and if the 
obstruction at the pylorus is permanent, the new opening does 
not contract materially. Again, if the opening be made at the 
bottom of the stomach-pouch at or near the greater curvature, 
regurgitant vomiting will not take place and cntcro-anastomosis 
is unnecessary, providing either the Murphy button or Robson 
Itonc bobbin be used to mechanically maintain an opening 
during the early critical period. We can only speak from these 
two methods, as we have had no experience with any other 
plans, fn some instances a feeling of distention or vomiting 
after operation may take place, and, under such circumstances, 
we promptly direct gentle stomach lavage. We now use the 
posterior suture operation over the tone bobbin for benign 
obstructions and the Murphy button for malignant disease, and 
in the latter instance the anterior method. However, as 
between the suture and the Murphy button and the anterior and 
posterior operation we have been unable to see any marked dif¬ 
ference in results beyond the occasional retention of the button 
in the stomach, which seems to be of no practical importance. 

During the recent visit of Professor Mikulicz to this 
country (May, 1903), lie had the kindness to do a posterior 
gastro-entcrostomy in our clinic by a method which I believe 
is greatly superior to the one we had been in the habit of 
doing. It avoids the possibility of angulation, as it docs not 
form a loop with its attendant dangers. The operation as 
performed depends on two simple principles. First, the origin 
of the jejunum lies atovc the greater curvature of the stomach. 
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After opening the transverse mesocolon and fastening it to 
the posterior wall of the stomach, the upper three or four inches 
of the jejunum lie directly in contact with the gastric wall, 
hanging perpendicularly with its free border (opposite the 
mesentery) facing the stomach wall. Second, by making a 
transverse incision in the jejunum three or four inches from its 
origin and an incision dose to the greater curvature of the 
stomach, a suture anastomosis is made in which the stomach is 
drained at the lowest point without the possibility of kinking 
the intestine. The whole trouble has been that in making a 
longitudinal incision in the intestine it was necessary to form 
the misfortune-breeding loop. The scheme of the operation is 
much the same as used by Czerny. The good mechanics of the 
procedure has been especially dwelt upon by Peterson of the 
Heidelberg Clinic. 

Gastrojejunostomy, if the pylorus be unobstructed, is far 
from satisfactory. In a paper read before the American Sur¬ 
gical Association, June, 1902, I reported four cases in which 
contraction at the site of the anastomosis took place, and we 
have reoperated upon four similar cases since that time. In 
six of these cases we did a secondary enlero-anaslomosis be¬ 
tween tbc limbs of the loop. Four times the cntcro-anas- 
tomosis was effected with the Murphy button, and two of 
these patients died from sudden separation of the anastomosed 
area at the end of the first week. This did not take place in 
two suture operations. In all of these cases the proximal limb 
of jejunum from the point of anastomosis to its origin looked 
enlarged and thickened, a condition that might be called water- 
;ll,( l in marked contrast to the bowel immediately distal 
to the anastomosis. I11 this condition of the afferent loop lay 
the reason for the failure of the plastic union after the button, 
and merely illustrates tbc well-known danger of setting up 
pressure necrosis in damaged tissues. Primary enlcro-anasto- 
mosis with the button is safe, but not so secondary operations. 
If the obstruction at the pylorus is complete, this condition of 
the jejunum altove the gastro-inlcstiual anastomosis has not 
been found. A large number of cases of benign affections of 
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the stomach without pyloric stenosis require operation. This 
is particularly true in ulcer, and relapse after this operation has 
been frequent. Our observations would seem to show the 
following course of events. After the operation there is at 
least temporary healing of the ulcer. The pylorus begins to 
functionate normally and the unnecessary gastro intestinal 
fistula contracts. There is renewed irritation from retained 
secretions, followed by reopening of the ulcer, return of pyloric 
spasm, and failure of the operation to effect a permanent cure. 
In some cases the double stomach drainage seems to give rise 
to unpleasant symptoms without contraction of the fistula. 
In twenty-eight cases of gastrojejunostomy with open pylorus, 
eight came to secondary operation from contraction of the 
gastro-intestinal opening, while in all cases with permanent 
obstruction at the pylorus there were no cases of secondary 
operation from this cause. 'Phis has also been the experience 
of Ochsncr, who also points out the fact that if relapse takes 
place, symptoms will arise within four months. 1 o obviate this 
sequela, in one case, at the primary operation, we divided the 
pylorus and closed both the gastric and duodenal ends by 
suture, thus creating the favorable condition of complete ob¬ 
struction. Once we sutured the pylorus high up under the 
liver, causing valve formation, as first suggested by Cordicr. 
Once we placed a circular purse-string suture about the 
pylorus, closing sufficiently tight to obstruct the opening. 
This idea was adopted from Dawbarn. I may say that all 
of the methods proved satisfactory; but there was the grave 
objection of too much operating for a benign condition, and it 
introduced unnecessary elements of danger. In June, 1902, 
Dr. Finney introduced his method of so-called pyloroplasty, but 
which is in reality a gaslroduodenoslomy. 'flic opening is 
downward in the line of gravity, and in most of the suitable 
cases for this operation the gastric dilatation is not extreme. 
In two cases of rather extensive dilatation and |>ouching we 
combined with it shortening of the gaslrohcpatic ligament as 
described by Beyca. The operation of Finney is especially 
adapted to those cases in which there is little disease about the 
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pylorus. It enables careful examination of the pyloric end of 
the stomach, and excision of a neighboring ulcer can he easily 
combined with it. We had two such cases. It is less suitable 
if there he extensive involvement of the pylorus; hut it is in 
just this class of cases that gastrojejunostomy is at its best. 
1 he question to he settled by further experience is, whether 
(he operation of Finney will as rapidly cure active ulcer of the 
stomach as gastrojejunostomy. In the latter operation the 
drainage is from the cardiac end to the left of the muscular 
pyloric portion; while, even if the pylorus he made of ample 
size by the Finney procedure, the food and secretions must pass 
the ulcer site before it leaves the stomach, and we know that 
obstruction is not all necessary to the formation of ulcer, as 
they exist beyond the pylorus in the duodenum. In twenty-six 
cases operated upon by the method of Finney, we had one 
death, and that from avoidable cause. Were it not for the 
mortality, resection of the muscular pyloric portion of the 
stomach would be indicated in gastric ulcer, as in this way the 
ulcer-bearing area would be permanently disposed of and an 
absolute cure insured. This was first suggested by Rodman, 
and 1 believe with him that this will be the operation of the 
near future. 


A TABLE OK 313 OPERATIONS UPON THE STOMACH AND 
. FIRST PORTION OK THE DUODENUM. 


Stomach. 


Hknicn. Total. 

Gastrojejunostomy. 89 

Gastroduodenostomy. 28 

Pyloroplasty. 19 

Gastrostomy.j 

Gaslrotomy. 5 

Kxcision of ulcer. 3 

Perforating ideer. 2 

Gunshot. 1 

Gastrorrhaphy. 1 

Gastroplicalion . 1 

Hour-glass stomach . 3 

Adhesions. S 

Shortening of gastrohepatic ligament (Heyea). 6 
Suhdiaphragmatic abscess from gastric ulcer.. 2 
Fistula of stomach and gall-bladder. 1 


Recovered. 

82 

27 

•9 

.4 

5 

3 

I 

I 

1 

2 
8 

I 

1 


*73 156 


Died. 

7 

I 


II 
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Cancer. 

Total. Recovereil. Dietl. 

Gastrectomy and pylorectomy. 27 22 6 

Gastro enterostomy . 34 2 4 10 

Gastrostomy. 13 11 2 

Exploratory . 38 3 ® 

112 95 18 

First Portion ok Duodenum. 

Total. Recovereil. Dleil. 


Excision of nicer. 3 2 

Perforating, acute. ■ 1 

Perforating, chronic. 2 2 

Chronic nicer. 6 5 

Ulcer of both duodenum and stomach. 5 5 

Anastomosis between the first and second por¬ 
tion of duodenum for ulcer. 1 1 

Adhesions, result of periduodenitis. t 4 

Adhesions, result of inflammation of accessory 

lobe of pancreas. 1 1 

Fistula between gall-bladder and duodenum 
requiring suture. 5 5 


28 26 2 

















